1. Introduction {#sec0005}
===============

The Interparietal hernia with undescended testis is an extremely rare presentation. The sac of the interparietal hernia enters the internal inguinal ring in a manner similar to an indirect inguinal hernia but Instead of passing downward to emerge through the external ring into the scrotum, a sac passes anteriorly between any two layers of the abdominal wall. The preoperative imaging techniques play a significant role in diagnosis of the condition. However, it is reported that both CT and USG are not successful in differentiating the different types of inguinal hernia [@bib0005], [@bib0010]. In our case also, both USG and CT could not diagnose it as an interparietal hernia, which was finally diagnosed intraoperatively. Our case report is in accordance with Consensus based Surgical Case Report (SCARE criteria) [@bib0070].

2. Case report {#sec0010}
==============

A 62 years old male patient presented with complaint of a large swelling over right lower abdomen for around 30 years. He also complained of absence of right testis since birth. His bowel habits were normal and there was no urinary complain.There was no history of trauma or any surgical procedure in past. He was chronic bidi smoker for around 40 years.On examination there was a huge lump of 26 × 20 cm, occupying right iliac fossa extending up to umbilicus, right hypochondrium ([Fig. 1](#fig0005){ref-type="fig"}) right lumbar and inguinal area ([Fig. 2](#fig0010){ref-type="fig"}). Lump was oval shaped, soft and partially reducible with gurgling sound. Cough impulse was present. Percussion notes were resonant and bowel sounds were present over the lump on auscultation. Testis and cord structure could not be felt on right side and scrotum was also underdeveloped on that side. Per rectal examination revealed mild prostatomegaly. A clinical impression of spigelian hernia was made and USG of abdomen advised. All investigations were within normal limit.USG report suggested the probability of spigelian hernia and advised CT scan for confirmation. CECT was done which showed a defect at lateral border of right rectus muscle with bowel loops inside sac ([Fig. 3](#fig0015){ref-type="fig"}) and a final diagnosis of Spigelian hernia was made.After establishing the diagnosis of spigelian hernia operative intervention (laparoscopic/Open) planned. As patient was very poor and unable to purchase tacker so laparoscopic plan cancelled and prefer open exploration. Intraoperatively it was found to be interparietal inguinal hernia. Careful exploration revealed the hernia sac coming out of very widely dilated deep inguinal ring (DIR) of about 4 cm diameter and extending forward superiorly and laterally as well as medially and downward to some extent. Testis was intraabdominal and atrophic. External inguinal ring was almost completely obstructed. The external oblique muscle and aponeurosis was extremely thin ([Fig. 4](#fig0020){ref-type="fig"}) and hernia sac was lying in between external & internal oblique muscles ([Fig. 5](#fig0025){ref-type="fig"}). A long segment of small gut with their mesentery was the content of the sac. Inferior epigastric vessels were identified just medial to the neck of the sac. A formal herniotomy, right orchidectomy and strengthening of the floor done by preperitoneal placement of proline mesh. Post-operative period was uneventful and patient was discharged on second postoperative day, and he has now been on our follow-up for the last 8 months and is doing well. Informed consent was taken from patient for the publication of this case report and accompanying images.Fig. 1Lump of 26 × 22 cm in right iliac fossa extending up to umbilicus & right hypochondrium.Fig. 1Fig. 2Lateral View showing Lump extending up to right lumbar and inguinal area.Fig. 2Fig. 3CECT showing defect at lateral border of right rectus muscle with bowel loops inside sac.Fig. 3Fig. 4Thinned out External Oblique Aponeurosis.Fig. 4Fig. 5Interparietal hernia in the wall of abdominal wall near inguinal area & Arrow shows the external ring.Fig. 5

3. Discussion {#sec0015}
=============

Interparietal hernia was first described by Bartolin in 1661 [@bib0015]. Lower and Hicken [@bib0020] reported 0.01--1.6% incidence of interparietal hernias in his largest series.Recently three subtypes of interparietal hernia have been described. They are preperitoneal (between peritoneum and transversalis fascia), interstitial (between transversalis fascia and transverse, internal oblique or external oblique muscles), and superficial (between external oblique and skin or within aponeurosis of the inguinal region. In our case it was interstitial variety, which is most common of the three subtypes, as reported by Lower and Hicken [@bib0020] as comprising around 60 percent. The other two subtypes comprised about 20% each. Another study reported incidence of interstitial variant as 0.084--0.157% of all hernias, with male female ratio of around 5:1 [@bib0005]. Spigelian hernia is a protrusion of preperitoneal fat, peritoneal sac, or organs due to a congenital/acquired defect in the linea semilunaris [@bib0025], [@bib0030]. The line of transition between muscle fibres and the aponeurosis of the transversus abdominis muscle and the lateral border of the rectus sheath defines the semilunar, or Spigelian, zone. A lateral ventral hernia may occur anywhere through the semilunar zone from above the level of the umbilicus to the pubic symphysis [@bib0035]. In our case the extent of swelling was from umbilicus to right inguinal ligament. Interparietal like hernia may be the presentation of epigastric hernia [@bib0040]. On the other hand here interparietal hernia was presented as Spigelian hernia. The widest portion of the Spigelian fascia is the area where the semilunar line intersects the arcuate line of Douglas (the linea semicircularis). It is in this region, between the umbilicus and the arcuate line, where more than 90% of Spigelian hernias are found. The rearrangement of muscle and fascial fibres at the intersection of the arcuate and semilunar lines is thought to cause an area of functional weakness that is predisposed to hernia formation. CT and ultrasound have been used as a radiological adjunct for diagnosis in doubtful cases [@bib0045], [@bib0050], [@bib0055], [@bib0060], [@bib0065]. However CT scan is used as a gold standard diagnostic modality in the doubtful case [@bib0075]. Even if CT is doubtful, diagnostic laparoscopy is useful with 100% accuracy [@bib0080]. Although diagnosis may be challenging but treatment is simple surgical exploration. The approach of surgical exploration may be laparoscopic or open depends upon the surgeon's choice and the facility available in hospital [@bib0085]. The final diagnosis was made only after exploration of the swelling with excision of large hernia sac and right sided orchiectomy. Undescended testis with obstructed external ring may be considered as an important etiological factor in our case. Though interparietal hernias have been reported by many authors but a combination of poorly developed hemiscrotum, completely obstructed external inguinal ring with undescended testis along with giant interparietal hernia is a very rare event as only few cases have been reported in medical literature.

4. Conclusion {#sec0020}
=============

A combination of large lower abdominal lump with undescended testis and poorly developed hemiscrotum is a very rare event. Although clinical diagnosis may be challenging but treatment is always surgical exploration. Hence great caution needs to be exercised towards management of patients with such kind of presentation.
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